ter Memorial Hospital. I was then a fellow in Dr. Howard Rusk's Institute of Physical Medicine and Rehabilitation at New York University. As part of the project, I visited many hospitals and nursing homes, as well as the home care program at Montefiore Hospital. Dr. Cherkasky recently had replaced Dr. Bluestone as the director of Montefiore, but I saw him because he had directed the home care program at Montefiore---a pioneering program, by a pioneering physician. Dr. Cherkasky made a lasting impression, at first because of his understanding of the issues related to the care of the chronically ill and later because I was to recognize his great talent as a leader, as a superb manager, and as a compassionate, but tough and very engaged physician in issues related to health care, particularly the care of the elderly, the chronically ill, and the poor.
He had the quality that my father felt was most important for a physician--dedication-and he had it in abundance. Not only did Martin lead in reshaping the hospital and medical care landscape in New York, but he also transformed Montefiore, as its director, to a world class medical center, expanding its social medicine program, developing its family health maintenance demonstration, and working with the commissioner of hospitals, Ray Trussel, in establishing the medical school/municipal hospital affiliations after World War II. He continued to play an active and constructive role in the health affairs of New York City until shortly before his death. He was also a leader in international health care, particularly with respect to the displaced and the vulnerable through his work as a member of the Joint Distribution Committee, not only in Israel, but also in Iran, Turkey, Europe, and Africa.
His ideas had great influence on many of us who went to Washington in the 1960s to change the world and one of us who returned in 1993 with more modest goals. In both cases, while serving as the assistant secretary of health, I recruited a Martin Cherkasky colleague--first George Silver and more recently Jo Ivey Boufford--not only because of their ideas and experience, but also because they shared Martin's values, and both had a deep commitment to the poor, the vulnerable, the underserved, and the disadvantaged. They both served as the conscience of the department. Dr. Cherkasky's influence continues--now through succeeding generations as those he trained, inspired, and worked with have trained a third generation. He was a remarkable man.
I dwell so long on Martin Cherkasky because the symposium not only honors his life and work, but also because he did so much to shape the way we should think about social medicine in the US at the turn of the century. Martin Cherkasky's lifelong concern was with the poor, the disadvantaged, and the oppressed, a concern he showed in thoughts, words, and deeds, qualities shared by the And in Social Medicine 1993, I recounted several of the connotations (and aliases) that the term "social" medicine has carried since Jules Guerin, Rudolph Virchow and other physicians participating in the political revolutions of 1848 first used it to underscore their conviction that medicine should address the human misery brought about by industrialization. 1 Dr. George Rosen 2 has also described this early history in some detail. The founders of social medicine not only had a broad view of medicine's role in society, but also took action on their beliefs. It is perhaps more important still for medicine to fully realize that it is an integral, interrelated, and independent part of a functioning social and economic system, which to be viable must exist in a continuing state of flux) (ps)
In Social Medicine is concerned with a body of knowledge and methods of obtaining knowledge appropriate to a discipline. This discipline may be said to comprise (a) epidemiology, and (b) the study of the medical needs of society, or in the contemporary shorthand, medical care. 5
While they did not use the words prevention and policy in this definition, these ideas were very much part of their approach.
THE FUTURE
In looking at the future of social medicine, we would do well to adopt the perspective reflected in McKeown and Lowe's An Introduction to Social Medicine. A new social contract is required. Individuals and social responsibilities have to be realigned. Solidarity between generations, reigns, social classes, gender and between the healthy and the sick has to be redefined. The Bismarck and Beveridge social contract aimed at providing a social safety net and at preventing individual bankruptcy. Eventually society's capacity and preparedness to support high levels of expenditure for health and social services diminished. Not only has the current system become unaffordable but since it is basically financed by employee and employer contributions, social security changes have developed into major leverage mechanisms creating unemployment]
The challenge is a profound one, but it provides medicine with a unique opportunity for leadership. We must learn the lessons of the past 150 years and understand that social medicine failed to become a mainstream field of scholarship and action. We must also learn the lessons of today.
There is no better source of vision and practical advice on the future of Social medicine will continue to contribute to our understanding of the determinants of health and how best to apply that knowledge, whether of human biology, behavior, socioeconomic status, the environment, medical care, or public health, if it continues to carry out such studies, communicates the findings broadly, and provides technical assistance to those throughout the country who are grappling with the issues identified by McKeown and Lowe 30 years ago.
The word synergy was used by Dr. Lasker and her colleagues to describe the combinations of resources and skills that constituted the more than 400 models of medical and public health collaboration that they studied throughout the country. Synergy is used in this context to describe the result of collaborative efforts in which the whole exceeds the sum of individual efforts. They classified the models of medicine and public health collaboration in six different synergies, ranging from improving health care for individuals to shaping the future direction of the health system by collaborating around policy, training, and research.
CONCLUSION
The key to the future of social medicine is not in applying a narrow biomedical perspective to the role of medicine in society, but rather in a collaborative approach--a partnership with many other professions, organizations, and institutions. We must look at the examples around us, examples of communities working together. Social medicine in the future will fail as it has in the past 50 years unless we learn this lesson.
Many factors contribute to social medicine not becoming part of the mainstream, including a policy context that has rewarded physicians for focusing on the biological determinants of health and on the development and implementation of biomedical interventions.
To deal with the environmental, social, economic, and behavioral determinants of health, physicians cannot practice social medicine alone. They must be part of a collaborating team drawn from a broad range of health professionals and community groups. Consequently, partnerships are required to advance the most important goals of social medicine. The New York Academy of Medicine now is playing a leading role in identifying how these types of partnerships can be achieved. The partnerships described in the Academy's recent publications represent the evolution of social medicine to a form that has the potential to become not only effective, but also mainstream, in the 21st century.
A critically important role for social medicine in the future will be not only to train physicians in epidemiology, but also to prepare physicians to play important roles in these partnerships and in their communities. Indeed, social medicine as a collaborative effort may be the most important legacy of a symposium honoring the life and works of Martin Cherkasky.
